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Abstract
Objective: To establish the attitudes towards and current status of self-training for medical students in UK medical
schools.
Methods: We emailed a short online questionnaire to the Deans of 34 medical schools in the UK to obtain
quantitative and qualitative responses regarding attitudes to self-care training and its current status in each medical
school.
Results: A response rate of 44% (n = 15) was achieved. Although 80% (n = 12) of respondents agreed that the
quality of care given by a doctor depends on the quality of care they give to themselves, only 67% agreed that
self-responsibility through daily life choices is key to true health and wellbeing. Medical schools were divided as to
whether a doctor’s first concern should be to care for themselves so that they have a lived quality of care to give
to others and 2/3rd felt that the GMC requirement for doctors to put the patient’s needs first did not lead to
doctors subjugating their own needs resulting in burnout and maladaptive coping strategies, yet 73% (n = 11) felt
self-care training had the potential to address current rates of burnout. Qualitative responses show there is a need
and an appetite for self-care training that needs to be part of the culture of medicine. Some were keen to highlight
that toxic systems, environments and culture also need to be addressed.
Conclusions: Despite recognizing the importance and benefits of self-care training and its potential to address
current rates of burnout, only 67% of medical school respondents felt that self-responsibility through daily life
choices is the key to health and wellbeing. Medical schools are divided on the impact that always putting patients
needs first has on the rates of burnout and maladaptive coping strategies. There is a need for true self-care
education for those in charge of medical education in order to understand and appreciate the role of self-
responsibility in personal health and wellbeing and the empowerment it brings to address toxic environments and
cultures as well as enhancing the quality of patient care.
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Background
The wellbeing of the medical profession is in deep
trouble with doctors experiencing unprecedented levels
of burnout [1, 2] and higher rates of addiction, suicide,
anxiety and depression than the general population [3].
These issues are also significantly present amongst med-
ical students [4] and need to be addressed at an early
stage by teaching medical students how to truly care for
themselves if current trends are to be reversed. Of
course, this is not merely for the wellbeing of the
students/staff alone, although given the current statistics
there is clearly a well-warranted need, but is also re-
quired to enhance the safety and quality of care given to
patients whilst enabling the NHS workforce at large to
model the same healthy behaviours that need to be en-
couraged amongst the public.
Research has confirmed that patient outcome is influ-
enced and impacted by doctor wellbeing [5, 6]. And, in
essence, a doctor who is self-caring is naturally more
able to care for others. We cannot give what we do not
ourselves have – so doctors who for whatever reason do
not truly care for themselves, are less well equipped to
care for others. Self-care is a way of living that cares for
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all dimensions of the self (mental, physical, emotional
and spiritual) and encompasses all the thoughts, behav-
iours, activities, choices and movements that engender
that way of life. A student or doctor who lives in a way
that is truly self-caring for all dimensions of the self will
be reflected in a high level of wellbeing where there is a
consistent steadiness & unflappability, joyfulness, vitality,
vibrancy, lightheartedness, compassionate presence and
ability to work hard without being detrimentally affected
by that work, void of mal-adaptive coping strategies (e.g.
drinking alcohol, taking drugs, over-eating, over-
exercising etc.).
Medical education and the culture of medicine place
high demands on medical students yet they do not as
yet equip them with the skills to meet those high de-
mands in a way that is truly healthy as evidenced by
current rates of suicide, addiction and burnout [1–3].
The culture of medicine and medical training can be de-
scribed as ‘toxic’ due to the consequences on student/
doctor wellbeing of high academic demands along with
bullying, undermining, harassment, discrimination,
abuse and chronic criticism [7]. Novack et al [8] suggest
that the development of self-awareness, personal growth
and well-being among medical students represent funda-
mental requirements in the development of ‘physician-
healers’ who are able to provide whole-person care for
their patients as a consequence of living it for
themselves.
Furthermore, given the ever-increasing recognition of
the role of lifestyle in many conditions there is a growing
awareness of the need for personal responsibility when it
comes to health and wellbeing. Steve Boorman stated in
2009 that: “What we have got to do is raise awareness
that your own individual health is your own responsibil-
ity. We are calling for basic training to include that -
even for surgeons.” [5, 9] Furthermore, he said that this
“requires nothing less than a sea change in the way in
which staff health and wellbeing are perceived” [5, 9].
We were informally aware that some medical schools
had implemented some form of self-care training but
did not know the extent to which this service was pro-
vided across the UK medical schools. Given this back-
ground, we wanted to evaluate the current attitudes
towards self-care training in UK medical schools and to
establish the extent to which self-care training is cur-
rently being implemented.
Methods
The contact details for medical school Deans were ob-
tained from the Medical Schools Council website and
online Google search between October and November
2015. A short online survey monkey questionnaire was
designed to explore the attitudes to and understanding
of the role of self-care in medical education as well
current rates of implementation. It was sent by email to
each medical school Dean in December 2015 with a re-
quest for the questionnaire to be completed by them or
a medical education professional nominated by them. It
was assumed that the Dean or the nominated represen-
tative were conveying the attitudes of the Medical
School towards self-care. A follow up email was sent in
January 2016 with a further request to complete the
questionnaire. The questionnaire was not piloted as the
pilot participants would also be part of the study group.
However, it was reviewed to ensure readability and com-
prehension. The questionnaire was designed to yield
quantitative and qualitative results with areas for free
text responses.
Results
After one email the response rate was 23.5% (n = 8) and
this rose to 44% (n = 15) after the second email.
80% (n = 12) of respondent medical schools agree or
strongly agree that the quality of care given by a doctor
depends on the quality of care that a doctor gives to
themselves. However, only 67% agree that self-
responsibility through daily life choices is the key to true
health and wellbeing. 77% (n = 11) agree or strongly
agree that self-care training is needed so that doctors
and students can inspire and advise patients to self-care,
with 87% (n = 13) agreeing or strongly agreeing that it is
needed to improve student/doctor health and wellbeing.
Yet only 60% feel it should be a mandatory part of med-
ical education and only 20% feel there should be imple-
mentation of a nationally agreed curriculum on self-care.
67% (n = 10) of medical schools did not agree that the
GMC requirement for doctors to make the care of the
patient their first concern lead to doctors subjugating or
being unaware of their own needs, resulting in maladap-
tive coping strategies or burnout, with n = 10 scoring 5
or less and n = 5 scoring 6 or more on a scale of 1 to 10
where 1 = completely disagrees and 10 = completely
agrees, with overall weighted average score of 4.13.
The proposition that a doctor’s first concern should be
to care for themselves so that they have a lived quality of
care to give to others yielded a range of responses from
completely disagree to completely agree, with 53% (n =
8) scoring 5 or less and 47% (n = 7) scoring 6 or more
with weighted average of 5.53.
73% (n = 11) scored 6 or more to agree that prioritis-
ing self-care has the potential to turn around current
rates of burnout by establishing a workforce who know
how to work hard, play healthy and not get detrimentally
affected by the work they do, with 20% agreeing com-
pletely. 27% (n = 4) scored 5 or less and the overall
weighted average is 6.93.
Self-care training is currently mandatory for all stu-
dents at 40% of respondent medical schools and is
Minford and Manning Journal of Compassionate Health Care  (2017) 4:3 Page 2 of 6
available to some extent in 93% and can include student
led initiatives. Between 1 and 10% of medical students
receive self-care training through student selected mod-
ules at 61% (n = 8) of medical schools and in one school
100% of medical students receive self-care training
through student selected modules. 77% of medical
schools devoted 1–5% of the curriculum to self-care
training for all students but it was acknowledged that
this was difficult to quantify.
Given the competition for space in the curriculum for
self-care we wanted to gauge the current climate with
respect to the medical curriculum regarding what should
go, and what should be consolidated or introduced.
There was a desire to see the end of didactic profession-
alism teaching along with the culture that makes stu-
dents think disclosing concerns of stress or wellbeing
issues will lead to fitness to practice investigations.
There was also a desire to rationalize the curriculum
and reduce the excessive burden of assessments, provid-
ing more time for students to look after themselves.
Areas that the medical schools wished to see consoli-
dated further were mindfulness training for all, talks by
Doctors who have been sick, resilience training and rela-
tionship to patient safety, alcohol and drug misuse train-
ing, teaching on personal fitness, wellbeing and positive
mental health, relationships with counsellors and their
involvement in developing self-care strategies, values
training and self-awareness, student support services,
sessions on student stress and healthy doctor-healthy pa-
tient. It was acknowledged that multiple strategies are
required and one of the key areas that needs addressing
is how to achieve student engagement with self-care/
wellbeing as even when it is part of the core curriculum
not all attend or see the importance of it.
Topics that the medical schools would like to see in-
troduced are values based practice, more medical hu-
manities and self-care, resilience and wellbeing training
throughout the curriculum. In addition, self-care train-
ing for all the staff who deliver the program in recogni-
tion of the importance of having people who are
engaged with the subject and who apply it in their own
lives, with more resources for personal and academic tu-
tors to enable academic and pastoral support that build
students capability in all areas.
A free text box space was included for medical schools
to make any additional comments regarding self-care
training. There was a concern that self-care training
could be turned into another ‘to do’ exercise that added
extra burden to the students and the issue of getting stu-
dent engagement was highlighted. It was also expressed
that self-care training should be part of the culture of
medicine and ‘be evident throughout every element of the
course, present in every teacher and spoken about
amongst peers. We need a culture change where students
come to self-care through their own choice rather than
have it forced upon them in order to make them ‘better’
doctors. Self-care should be strategies that can help stu-
dents feel more at ease with themselves in the present, for
themselves and their own wellbeing and pleasure in life’.
This was also exemplified in the comment that, ‘I do feel
the way a student is treated by medical school will reflect
their style of care’.
Three respondents were keen to emphasize that self-
care training alone is not the only answer and that there
needed to be change to the toxic systems and environ-
ments in which doctors work ‘that create the situations
of bullying, pressure, and overwork that cause stress.’
One also expressed concern that by the tenor of our
questions the responsibility for maintaining health and
wellbeing was ‘being squarely laid at the feet of medical
students and doctors but they often have to work in very
unhealthy environments – both physically and mentally
– perhaps those problems should be addressed first.’
Discussion
There is clearly an appetite for and recognition of the
need for self-care training to improve student/doctor
health and wellbeing as well as being able to inspire pa-
tients to self-care. The majority of medical schools who
responded to this survey have implemented some form
of self-care training, albeit widely disparate in nature
and in nearly all cases only available to 1–10% of stu-
dents through student selected modules. Whilst recog-
nising the potential for self-care training to turn around
the current rates of burnout in the profession and to en-
hance personal health and wellbeing it is perhaps sur-
prising that only 67% of respondent medical schools
agreed that self-responsibility through daily life choices
is the key to true health and wellbeing. The influence of
lifestyle on health and wellbeing is an area that just
keeps expanding with more and more conditions being
added to the list [10–12]. The major causes of death in
the western world through non-communicable diseases
like cardiovascular disease, stroke, diabetes, chronic lung
disease and cancer are mostly related to lifestyle factors
[13] – showing that we are more responsible for the
state of our health and wellbeing than we have previ-
ously acknowledged or considered or perhaps even wish
to consider as we may not want or feel able to give up
or change our ways of living. Indeed, it is often only
when illness and disease strike that people will recon-
sider and change their lifestyle but perhaps it would
make more sense to do this before we get sick? If the
doctors of tomorrow are to inspire their patients to self-
care and adjust their lifestyle, then the doctors of today
need to be living that themselves so it is taught and
reflected to medical students. This was acknowledged by
the desire to bring in training for staff who are to teach
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the students in self-care and to have people who live and
apply self-care in their own lives and don’t just regurgi-
tate knowledge regarding what is considered to be
healthy. This is crucially important as self-care is, unlike
many subjects taught at medical school, not reliant on
knowledge acquisition, information and recall. It is very
much a lived science and only someone who lives it can
present it with the true authority and power of the lived
experience and knowing of what is truly self-caring and
what is not. As a simple example, there is no integrity in
a teacher who drinks alcohol advising students not to
drink alcohol as it does not come from a body that lives
and knows the benefits of such a choice. What is offered
in this paper regarding self-care comes from a body
(EM) that has lived both a self-destructive way of life
and a self-caring way of life and thus it is not mere opin-
ion but lived experience and embodied knowing of what
is truly self-caring and what is not, combined with a
deep philosophical understanding that is lived and ap-
plied. Everyone is free to accept what is offered for con-
sideration or to reject it as they wish.
Self-care training is not just important for the well-
being of the students and future doctors but also so that
they have the skills to be able to advise their patients of
the same and become true role models for health and
wellbeing. Given the vast number of NHS consultations
on a daily basis, a self-caring medical profession has a
great opportunity to inspire patients to do likewise and
to improve patient outcomes [5].
Steve Boorman has stated that our ‘own individual
health is our own responsibility’ and that this should be
taught to medical students and trainees including sur-
geons [5, 9]. The more we take and accept personal re-
sponsibility for health and wellbeing, the more
empowered we are as we realise we have the power to
live differently, to make different choices and thus not
be a victim of things happening to us over which we
have no control. The latter is a feature of the biomedical
model but as we shift from the biomedical to the biopsy-
chosocial and to the holistic model of illness and disease
manifestation, the level of personal responsibility in-
creases and so too does the level of empowerment. We
come to realise that our daily life choices which consti-
tute our lifestyle, are a form of medicine and can be
good medicine or bad medicine depending on the
choices we make. Our bodies experience all that we live
and are impacted by our choices and the more we accept
and live this the more power we have over our own
health and wellbeing. This is being confirmed by the re-
search showing the role of lifestyle on illness and disease
manifestation [10–13]. Likewise it follows that making
different lifestyle choices can contribute to health and
wellbeing [14] and can be borne out by personal experi-
ence and experimentation with those choices.
Hence, the emphasis on personal responsibility for
health and wellbeing is intended and is important as it is
the key to true health and wellbeing – a fact that as hu-
man beings we don’t like to hear as it is always easier to
blame something outside of ourselves. This may account
for some of the contradictory results that place an em-
phasis on personal responsibility for if agreed to it then
asks us to consider to what degree we are taking respon-
sibility for our health through our daily choices and con-
sider changing them, whereas disagreeing with it allows
us to continue as we are in the belief that other factors
may be more important than the way we live every day.
Therefore, whilst we fully acknowledge and definitely
agree with the need to address toxic systems and envi-
ronments as part of creating safe, nurturing and healthy
workplaces [15], our ability as human beings to both
recognise such toxic systems and to address them in an
effective way is increased and facilitated when we are
more caring for ourselves as we are more aware, present
and willing to call out that which is abusive, bullying,
harassing or harmful. In addition, even in the most sup-
portive environment a doctor who is not self-caring will
be compromising their own health and the quality of
care they can give to another.
Self-care training is NOT about producing doctors
who tolerate abusive and bullying practices – it is the
opposite. It provides them with the skills to both be able
to recognise what is abusive and toxic and how to call it
out and address it directly. Toxic systems are not stand
alone entities – they are systems created by people but
where the systems have not been created for people. The
people who create or perpetuate the toxic system them-
selves are not self-caring, for if they were they would not
be able to behave in such a way or to create systems that
were devoid of true care for people. Toxic systems pri-
oritise quantity over quality; targets, numbers, and
throughputs at the expense of the quality of the service
and of the employees delivering those outcomes and
their quality of health and wellbeing.
Thus whilst both personal and systemic factors need
to be addressed, the latter will only be truly addressed
when the former is, such that we engender people com-
ing through the system who will be able to change the
systems, change the culture, by reflecting a different way
and bringing that to all areas of their work.
Despite the support for self-care training only 60% felt
it should be a mandatory part of medical education. This
is a surprisingly low percentage given that most recog-
nise the benefits of self-care training both for the well-
being of the trainee, their future role as doctor and
adviser to patients regarding self-care choices and its po-
tential to prevent or turn around rates of burnout. A
medical trainee is an expensive commodity and it seems
somewhat ludicrous to spend hundreds of thousands
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training doctors [16] only to have them end up leaving
the profession or having significant periods of absence
or under performance and presenteeism [17, 18] due to
burnout or maladaptive coping strategies.
Whilst the medical curriculum is always under pres-
sure with many people wanting a slice of the pie for
their subject, we feel it is imperative that self-care train-
ing is a standard part of every medical curriculum. It
could be argued that due to the onerous and demanding
nature of a medical career that self-care training is even
more important to enhance personal awareness and pro-
vide skills that enable a doctor to work hard, play
healthy and not get so detrimentally affected by the
work they do.
One of the weaknesses of this survey is that we did
not go into more depth and detail regarding the exact
nature of the self-care training strategies that are offered
across the different medical schools. So whilst 93% offer
some form of training we do not know if that is one or
multiple tutorials, workshops, courses or lectures and in
the majority of schools it is only available to 1-10% stu-
dents. It is clear that there is a wide range of strategies
available and that each school is in charge of the range
of approaches it can offer. Whilst this allows autonomy
and making best use of local resources it also means
there is no uniformity or consistency in the type of self-
care training that is being offered, making it more diffi-
cult to assess the long term impact and outcomes of the
different strategies utilized. Whilst we appreciate there is
little appetite for a standardized curriculum on this sub-
ject and most prefer to establish their own programs
guided by local expertise and interests, this could poten-
tially hamper the progress of self-care training if it is not
undertaken from a place that understands the whole
person and how the different aspects interact and inter-
relate to know what is truly self-caring and what is not.
The body is the key instrument for knowing what is
truly self-caring and what is not and self-care training
needs to focus on enhancing body awareness and tech-
niques that help people to discern what is truly healthy
and what is not by the effects on the body. Simple exper-
iments with daily life choices regarding food, sleep, exer-
cise, emotions etc. can empower people to know
through their own body what is healthy and what is not.
We had a good response rate of 44%, aided by
sending the follow-up email, an approach that has
been affirmed elsewhere as increasing the yield [19].
Bias could occur if those responding were the medical
schools with an interest in self-care. Non-responders
could occur because the email did not reach the cor-
rect person, time constraints/busyness precluding the
filling in of the questionnaire, a lack of interest in the
subject or a dislike/disagreement with the question-
naire itself.
Conclusions
In conclusion, although there is evidence of self-care
training across the UK medical schools and a recog-
nized need for it, there is a reluctance to appreciate
the extent to which we are responsible for our own
health and wellbeing and the measures we can take
to address both personal and systemic issues. Medi-
cine is a stressful career that demands that those go-
ing into it are given the best training to ensure they
can cope with the psycho-emotional demands of the
job and know what they can do for themselves to re-
duce the risk of burnout, addiction, suicide and so
forth. Our systems of medical education and educa-
tion in general, currently place more importance on
the course and results achieved rather than the hu-
man being; an error that needs corrected by placing
self-care at the heart of all education systems. We
feel this is necessary to effect true change and not
just rely on the use of ‘quick-fix’ modalities that only
provide a temporary solution. A toxic system will
only be properly addressed when people in charge of
the systems are themselves self-caring and create sys-
tems that prioritise the care of all people first and
foremost – that means staff as well as patients.
Currently the requirement for doctors to put the
care of the patient before themselves is flawed and
leads to doctors who subjugate their own needs in
order to meet the demands of the job and the needs
of the patients, leading to burnout and maladaptive
coping strategies. That medical educators do not
recognize this fact is a concern and perpetuates the
harming culture that leads to doctors subjugating
their own needs. Rigid adherence to this belief may
also account for some of the contradictory results
where there is support for self-care on the one hand
and a desire to uphold this belief on the other. The
quality of care given to patients will only be improved
when the doctors caring for them have a lived quality
of care themselves such that they are more present,
compassionate, understanding, vital, alert, aware, vi-
brant, joyful, intuitive and able to sense more readily
what is going on for the patient and able to respond
appropriately in all or most situations rather than
react or become anxious and stressed.
It is a myth that needs to be busted that putting
others before ourselves provides high quality care – it
is instead one of the root ills at the heart of the
current medical crisis. It is a myth that is perpetuated
through certain religious teachings and cultural beliefs
that we should care for others before ourselves. It is
the absence of knowing how to truly care for our-
selves that results in burned out, addicted and sui-
cidal doctors and a profession that is willing to
submit to toxic organizational demands and self-
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abusive ways of living in the mis-belief it provides
better care for patients. The more doctors care for
themselves, the more they are able to care for others
and in reality this is an ongoing relationship that is
built and established simultaneously and ongoingly for
there is no end to the depth of self-care that can be
lived and thus reflected to others.
There is a need for true self-care education for those
in charge of medical education in order to understand
and appreciate the role of self-responsibility in personal
health and wellbeing and the empowerment it brings to
address toxic environments and cultures as well as en-
hancing the quality of patient care.
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